INTRODUCTION
AN ANALYTIC STUDY of 580 adenocarcinomas of the colon and rectum occurring in 568 patients seen at The New Haven Hospital during the years 1922 through 1949 is presented. It is deemed expedient to continue adding series of cases to those already reported in order to provide an ever-expanding fund of experience for a comparison of the results of the older more standardized methods of management of cancer of the large bowel with any new technic. In addition, by subdividing the cases amenable to a curative operation into those seen from 1922 through 1939, and those seen from 1940 through 1949, we shall illustrate the results of improved methods of pre-operative, operative and postoperative management of the past decade.
The lesions included in this study are selected to the extent that the diagnosis must have been confirmed either by histologic examination or by operative exploration. A small number of lesions was excluded when the biopsy was either inadequate or not done, and when, concomitantly, the operation or sigmoidoscopy still left some question as to diagnosis.
The division of an organ notable for its anatomic and physiologic continuity into separate segments is entirely arbitrary. However, it is well recognized that the pathology and the surgical treatment of lesions of the right colon, the transverse colon, the left colon and the rectum are quite distinct. In the ensuihg tables and * Submitted for publication January, 1951. discussions, it has often been found useful to group lesions under the heading of "right colon" or "left colon." Although, according to embryologic derivation, a portion of distal transverse colon should be included under "left colon," it is more convenient to list cecum, ascending colon, hepatic flexure and transverse colon under the heading, "right colon"; and splenic flexure, descending colon, sigmoid and rectum under "left colon."
In considering the separate parts of the colon, we have dispensed with the ill-delimited term "rectosigmoid." The rectum, although generally stated to be 13 to 15 cm. in length, has here been restricted to include only the ampullary rectum, or a 10 cm. segment extending upward from the anus (pectinate line). That portion of rectum or rectosigmoid lying above 10 cm. has been arbitrarily listed as sigmoid. The measurements have, in most instances, been carried out on freshly opened operative specimens. In other cases, we have attempted to group the lesion under rectum or sigmoid on the basis of the distance from the anorectal junction to the lower margin of the lesion by proctoscopy. This arbitrary division between rectum and sigmoid has been instituted because of the recent controversies regarding the most appropriate surgical treatment for lesions at or below 10 cm.
In our series, there were no anterior resections performed for lesions of the lowermost portion of the sigmoid and up- enlightened, by reflecting on past shortcomings. In evaluating the principal cause of postoperative death, we were aided by necropsies in about two thirds of the cases.
Of the 16 postoperative deaths among one-stage curative resections, at least five, or about a third, were directly attributable to pulmonary emboli. It is notable that all of these occurred prior to the development of prophylactic and therapeutic measures for thrombo-embolic disease. Only one death in this group occurred from breakdown of the anastomosis, and that took place in 1928. The remaining deaths were due to cardiovascular-renal failure and pulmonary sepsis. There were 12 deaths following two-stage curative resections, seven of which were wholly or largely ascribable to peritonitis. Only one of the seven occurred during the era of chemotherapy, and there have been no deaths from peritonitis among any of the curative resections 940
.. since the introduction of the intestinal antiseptics by Firor The deaths following colostomy alone, exploratory laparotomy with colostomy, and exploratory laparotomy alone, can, for convenience, be considered together. All of these patients were afflicted with intestinal cancer in its advanced stages, and, accordingly, the deaths fall into four main groups: (1) carcinomatosis with cachexia, which accounted directly for more than one third (37 per cent) of the deaths; (2) sepsis, either as a result of perforation of the carcinoma, postoperative pulmonary complications, or wound contamination, which was chiefly responsible for more than one quarter (28 per cent) of the deaths; (3) pulmo nary emboli, which accounted for at least one sixth (16 per cent) of the deaths; and (4) cardiovascular failure, primarily cardiac, renal or peripheral (shock), which accounted for most of the remaining deaths. 
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